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Classification cancerous growth when first seen. As a basis of classification for the
for evaluation evaluation of treatment and prognosis the grouping adopted by the
Radiological Committee of the Hygiene Section of the League of
Nations has now been universally in use for some years. Modifica-
tions have been suggested by Heyman of Stockholm, but here the
original scheme is adopted. This may be stated as follows. Stage I:
The malignant growth is limited to the cervix, the uterus being
mobile. Stage II: The growth has spread into one or more vaginal
fornices, with or without infiltration of the uterus, which is still
mobile. Stage III: (i) The parametrium on one or both sides is in-
filtrated by nodules of growth extending to the pelvic walls; mobility
of the uterus is impaired or absent, (ii) The vagina is extensively
infiltrated by carcinoma, although the uterus may be mobile, (iii) The
pelvic lymphatic glands are the seat of metastases, although the primary
growth may be small, (iv) Isolated metastases are present in the lower
part of the vagina. Stage IV: (i) There is massive infiltration of the
parametrium on both sides of the pelvic walls, with fixity of the uterus,
(ii) The whole vagina is infiltrated, with fixity of the primary growth,
(iii) There is involvement of the bladder or rectum, (iv) Metastases are
present in distant organs.
The prognosis is infinitely better in stages I and II, whatever method
of treatment is adopted, than in the comparatively hopeless groups III
and IV. The inclusion of these latter groups in assessing the absolute
curability rate of cases submitted to radiation therapy is liable to produce
a false impression. In a series of 507 patients treated in British hospitals
with radium between the years 1921 and 1926, 58-9 per cent of those
in the early stage were alive and well at the end of five years. Of the
borderland group, i.e. stage II, only 10-6 per cent had survived. Of
the 'inoperables' (stages III and IV), which constituted 75 per cent of
the total, only 6*7 per cent were alive (Eden, Lockyer, and Whitehouse).
Similar results have been published from the Institut du Radium
in Paris (Lacassagne) and the Radiumhemmet in Stockholm. At the
latter, the five-year survival rate for all grades of cervical cancer treated
by radiological methods varied between 204 and 27-1 per cent. Lacas-
sagne obtained as high a curability rate as 86 and 42 per cent in
grades I and II respectively.
In cases submitted to surgical as distinct from radiological treatment,
other factors, such as operability and primary mortality rate, must
be taken into consideration. In a series of 466 cases of hystero-
colpectomy (Wertheim's operation) published by Bonney in 1934 the
operability rate is given as 63 per cent. This figure is high and is probably
not universally reached. The primary mortality varies from 10 to 21
per cent according as extensive dissection for involved lymphatic
glands is or is not necessary. On the five-year basis, the survival rate
also varies from 51 per cent of cures in 'gland-free cases' to 21 per cent
only when the lymphatics are involved. The prognosis of carcinoma
of the cervix treated by operation is well stated in the following words: